Introduction
The supervisor of paramedical personnel treating various populations of nonintrospective or severely disorganized patients, in whom dissocial acting out has been the predominant form of adjustment, is presented with a challenge for which traditional models for the teaching of psychotherapy may not be adequate. In this situation the supervisor may need to focus selectively on the countertransference feelings aroused in himself by the supervisee, as a reflection of the countertransferential problems troubling the supervisee with his patient (and not necessarily the supervisor's response to the unresolved characterological defences of the supervisee). The supervisor's appropriate use of this process as a teaching tool may have a more universal implication for the training of psychotherapy in general than has been previously elucidated.
Review of the Literature and Rationale
In the psychoanalytic literature the 'Reflection Process' was recognized (although not formally identified) long before Searles (11) first labeled the phenomenon in 1955. It was implicit in the discussions of ' Can. Psychiatr. Assoc. J. Vol. 21 (1976) countertransference by Reich (9) , Cohen (3) and others.
Examples wherein the therapist 'mirrors' the patient in his report to the supervisor, and ' mirrors' the supervisor's attitudes to the patient (rather than mirroring the patient back to himself) are reported by Brody (2) and by Nacht (8) . Benedeck (1) deals with the problems of the supervisee 'emulating' the supervisor, and talks of the 'psychoanalytic training family' model. Tauber also appears to have understood, recognized and explicitly addressed this phenomenon (13) . He encouraged the therapist and supervisor to discuss their reactions to each other, and suggested exploring, where appropriate, the supervisee's experience with other supervisors as an aid to uncovering other difficulties of the supervisee.
Recently, an increasing number of authors have been concerned with the problems of supervision. Eckstein and Wallerstein (4) pointed out the parallel nature of the interactions between patient-therapist and therapist-supervisor. They focus on the theme that patients have learning problems and therapists have problems about learning. They note that" ... the phenomena of the supervisory hour can be used to reflect the problems of the therapy hour", but by that they really mean that the therapist labours under the same problems in both relationships.
Schuster et al . (l 0) reviewed Eckstein and Wallerstein's work, noting that the pattern of the first supervision session ". . . not unlike the first dream which the analysand brings to the analysis" (which reveals the core of the neurosis) may reveal the way the student will learn and at the same time oppose the necessary change. The student's behaviour is such that it leaves "very few choices to the supervisor." That is, the supervisor must fit in with many of the' givens' of the supervisee. Often the first confrontation about supervision expresses the supervisee's disappointment at not immediately being given the magical gift he desires.
Similarly, Fleming and Benedeck (5) indirectly indicate this phenomenon. They note that, "Overtly, the supervisory situation is a diadic relationship between supervisor and student. However, since each member also functions in relation to a third person, the patient, we found it useful to think of the supervisory situation as a triadic system, composed of two sub-systems in a complex process of communication with each other. Each person in the triadic system is a member of a diadic system, which, under certain circumstances operates independently of the third component.' , Leonard and Bernstein (7) have applied the terms 'Systems Sensitivity' to the therapist as 'an instrument' which intuitively registers the quality of rapport in the therapeutic alliance and the intensity of resistance, source of anxiety, frustration tolerance and the level of depression in the intrapsychic system of the patient.
Generally, the authors cited above focus selectively on the problems of the therapy emerging in supervision as resting on unresolved (characterological) problems of the therapist-supervisee, whether intrapsychic or interpersonal, in learning or about learning. It is the purpose of this paper to emphasize a separate dimension, previously reported (as in the example from Fleming and Benedeck) but not usually stressed, namely, that the process which transpires in the supervision, when it can be brought to the awareness of the supervisee, and when not interfered with by his own unresolved characterological conflicts, can be adapted by him and applied to the problems of therapy. It is emphasized that for paramedical personnel and others who have not had a chance to experience therapeutic technique in the context of a personal teaching analysis, supervision is the only place where such techniques can be learned through simultaneous participation and observation.
(Similarly, in psychoanalytic supervision, techniques can be learned by the supervisee which have not been learned in his training analysis).
It is contended that those problems come to supervision as 'Reflection Process' which the therapist-supervisee has not learned to deal with either through abstraction or in his life situation, and that the teaching of techniques to deal with these issues is a proper and appropriate use of supervision. Thus, in addition to the thesis implicit in the Eckstein and Wallerstein examples, that the abstract recognition of the problems of the supervisee will in itself lead to some resolution, it is proposed that, especially with non-analytic therapistsupervisees, the supervisor must specifically work towards the recognition of the feelings involved in the 'Reflection Process'. In certain cases, the process material of the supervision and the countertransferential feelings aroused in the supervisor can be marshalled to facilitate this task. The recognition of such problems may be worked on in the supervision through special techniques such as role playing, and through the verbalization by the supervisor of the countertransferential feelings aroused in him.
Clinical Examples
Example 1 -In which the 'Reflection Process' was missed An article (6) on the supervision of a student nurse presents such a missed reflected countertransference situation so aptly that it is quoted here.
" Thus, as the supervisor misses labeling and using those feelings in the supervision wh~ch to her seem less than exemplary, e.g. frustration; a feedback system is established wherein the negative feelings are amplified, with the therapist-supervisee unwittingly r~flecting the patient's negativism to the supervisor and the supervisor's frustration to the patient. .T~e supervisor misses the cues of discomfort~Ith~n herself as a reflection of the supervisee s feelings with her patient, and therefore cannot be supportive to the supervisee..Instead of th.e negative countertransference being resolved, It is augmented and amplified.
Example 2 -In which the 'Reflection Process'
is recognized by the supervisor and utilized constructively outside regularly scheduled supervision
On a ward for detoxifying narcotic addicts, patient expectations and staff tensions are so intense that the 'Reflection Process' repeatedly occurs, not only during scheduled teaching sessions when the supervisor can be properly prepared to await its manifestations, but outside ongoing intensive supervision, in a .casual, informal setting (perhaps also reflectmg the non-structured nature of staff-patient contact). The supervisor can, therefore, easily miss seeing the opportunity to use his feelings here as part of this 'reflection process', even if in more structured teaching settings he has learned to separate and utilize these feelin~s.~t. these unexpected times he may have special difficulty, as does his staff most of the time, with excessive 'demandingness', which may eith~r bolster~r thwart his often unresolved conflict about hIS own role as a dependable problem solver. Perhaps an example might be helpful:
During a period when the regular schedule of supervision is temporarily disrupted, the supervisor is leaving the floor for lunch after a fairly exhausting conference. "Z", one of the newer staff members, accosts him, stating that she needs immediate help with a problem. A patient who is not in any acute distress continues to confront "Z" as "Z" is trying to leave the floor, asking that' 'Z' give her some help and assurance as to when' 'Z: is coming back. The tired, hungry supervisor has the immediate desire to brush this therapist off and go about his business. He identifies this feeling as relating to the feeling aroused in the therapist when she is similarly confronted. He double thinks and, responding to his own feeling, is able, without resentment, to give some limited time to the therapist, successfully resisting the temptation. of giving too little by not stopping at all, or too much by going and talking to the patient directly. Instead, he can give constructive content advice, suggesting that the therapist briefly reassure the patient when accosted, but undercut the patient's anxiety somewhat by offering her the support of the structure of regularly scheduled interview appointments which she can count on. He also decides that he had best schedule regular, dependable supervision appointments with the therapist. Thus, insofar as it is appropriate, he tries to reinforce his teaching by showing how to do what he suggests.
Discussion
Whereas physicians are usually instructed by being shown how to do something, educators and most mental possibility that he has reached his limits with this young man, and should summarily turn the therapy over to someone else, despite the fact that in this young man's life each partial movement toward working with someone has ended in a summary rejection.
Realizing from previous experience that the therapist's characterological difficulties in recognizing and dealing with his own frustrated anger cannot usefully be directly dealt with further at this time, the psychiatrist, at this point, becomes aware that he is himself beginning to feel hopeless in terms of what he can usefully suggest. He recognizes this feeling as his response on one level to the hopelessness which the therapist is portraying, which appears to be a reflection of the hopelessness the patient feels. Ci~cumventing the deeper dynamics, he chooses to mtervene at this level by stating that he is now indeed meeting the patient by the reflection which the therapist is portraying in the conference. The therapist is now able to hear his hopelessness as a reflection of the patient's ho?elessness, and is able to accept this interpretation, supported by the psychiatrist's report of having felt similarly hopeless with hopeless patients in his experience. Then, upon a further review of the progress which appears to have been made in the therapy and of the fact that the t~er~pi~t, like the patient, has the opportunity of dl~m~ymg the pain he is experiencing by bUlldmg.on~hat potential there is, since giving up on this patient (as giving up by this patient) is not an acceptable solution, and building is the only alternative; a broad smile is seen on the face of the therapist, and relaxation in the tension of the conference is noted. Thereupon, constructive planning can begin in which the efforts of several staff members can be joined to support each other in transmitting the therapeutic message that the ambivalence which the patient feels must be resolved in the direction of functioning and hope. In this more relaxed atmosphere, another staff member volunteers to meet regularly with the patient and the therapist to work out a supportive manoeuvre during the patient's day. The therapist can see the possibility of transmitting a confrontation to the patient which will not be punitive but challenging, in that it confronts the patient's ambivalence rather than his unsocialized behaviour.
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Example 3which explicitly demonstrates constructive application of the effectiveness of recognition of the Reflection Process in a small-group conference for therapy supervision.
At a residential school for developmentally multiply handicapped children, a conference is held, attended by several staff members involving a 16-year-old boy "X", with repeated rejections in his past, including the absence of any person from whom he has been able to obtain a parenting relationship, who scores a Full Scale IQ of 69, verbal 70, performance 74, who relates to staff and peers in an antagonistic w~y, a~d who heaps verbal abuse on everyone. HIs social worker-therapist reports that "X" has avoided any accomplishments, and has avoided equally any feelings of hope or closeness. In the presentation, his therapist of two years enumerates the efforts that have gone into making overtures to this young man, and dwells electi~ely on a series of unresolved problems mcludmg the boy's learning disability, the open question of where he will go next, the problems that the boy has in school, his unsocialized behaviour, and the fact that the boy will not relate positively to anyone. Attempts by the psychiatrist and others at the conference to point out progress, including the boy's increased ability to play certain games and sports, and other signs of increasing coordination are passed over by the therapist in his attempts to elucidate how hopeless he feels the therapeutic situation is. The therapist repeatedly contends that the psychiatrist supervisor, in his role as psychiatric-consultant, in the latter's interviews and exposures to "X", has not seen the 'real' characteristics of the patient. Explanations by the psychiatrist supervisor as to the dynamics of the young man's depression, such as that "X" seems to have internalized his rage and to be experiencing feelings of unlikeability because of his own knowledge of his anger; and appears to b~avoi~ing feelings of hope because of repeated disappointments following that feeling, are apparently heard but not responded to by the therapist. Neither does he respond to suggestions for utilizing therapeutic tactics such as further building on the boy's strengths combined with mor~openness in therapy about the therapist's feelmg.s of frustrated anger at being 'rejected' by the patient. As the conference progresses, the social worker-therapist, responding to a challenge by his supervising social worker, meant to stimulate him into further effort, begins to consider the Vol. 21, No.3 health professionals are usually instructed by being told what to do. Whereas the surgical extern, while holding a retractor, watches how the surgeon operates -as his apprentice, as it were -the social worker is 'supervised' or told what to do and asked to report back.
It is understandable but peculiar that the teaching and learning of psychotherapy, which depend almost entirely on non-verbal as well as verbal nuances, relies so much on the supervision model and so little on the apprenticeship or miming. It is understandable because it is difficult to introduce a student into an ongoing 'one-to-one' relationship without changing that relationship, although attempts have been made to accomplish this with one-way mirrors and television techniques. It is also peculiar because the skill and effectiveness of the therapist, and of his supervisor as an educator, lie primarily in 'how' and not 'what' he relates. Silberman (12) in Crises in the Classroom says that" ... how they teach and how they do things may be more important than what they teach. " The more unsophisticated the patient, the more the therapist must make his thesis clear in the process of the therapy; the more unsophisticated the therapist, the more the supervisor must show him what is to be done by how he relates in the supervision. In therapists with a lack of sophistication the issue may have less to do with unresolved characterological problems or problems about learning than with a basic gap in his experience with the process the supervisor is attempting to demonstrate.
It is the thesis here that when supervision of a therapy problem does not meet the needs of the relatively untrained supervisee, he signals this impasse by mimicking the therapy situation in the supervision by unconsciously reflecting the non-verbal attitude and/or transference of the patient, arousing in the supervisor similar countertransferential feelings as those which are causing him difficulty in the therapy. It is further contended that the supervisor, to be helpful, must become aware of the source of these (usually negative) countertransferential feelings as a signal of an unresolved problem in the supervision. These feelings may indicate a correctable lack of effective teaching on his part, rather than an uncircumventable characterological deficit in the supervisee. At least, he must rule out the former before assuming the latter. Of course the supervisee usually has the greatest problems in dealing with those characterological defences of his patient which represent unresolved conflicts in himself but because supervision does differ from therapy, this fact is irrelevant unless the supervisee is unable to learn after repeated attempts at demonstrating the ongoing process. However if the supervisor fails to attempt to teach by role playing and, when appropriate, subsequently laying the interaction open to inspection, the fault is with him rather than with the supervisee.
Summary
There are times when teaching cannot proceed through the abstract presentation of content and must progress by the demonstration of what is to be taught. This is true whenever a student is unable, for whatever reason, to appropriately apply such abstract material to the concrete task before him. This may be due to a number of factors, one of the most common of which is the lack of qualitatively similar experiences to which to refer. The teaching of complicated processes such as psychotherapy is an example, especially when the trainee is relatively unsophisticated and/or seems unable to abstract from discussion of blocking phenomena, where it may become necessary to 'act in' the feeling tones which are to be the cues for the behaviour to be learned, instead of persisting with abstract interpretations.
When, in supervision, a supervisee recreates the conditions existing in the therapeutic situation, this procedural behaviour is called the 'Reflection Process'. This process often appears to be unconsciously motivated by the need of the supervisee to solicit from the supervisor a practical demonstration which he does not know how to solicit otherwise.
Even if the Reflection Process is due mainly to unresolved, unconscious conflicts Vo1.21,No.3 of the supervisee, it can be a useful clue as to what transference-countertransference problems he is having difficulties with. The fact that such behaviour on the part of the supervisee may arise out of unresolved unconscious conflictual material should not become a reason for dismissing it. Instead, supervisors should become proficient at recognizing the countertransferential feelings in themselves, which can be an accurate reflection of the feelings troubling the supervisee in his dealings with this patient; and they should recognize the distress signal on the part of the supervisee, which can often be responded to constructively. In the supervision, the supervisor at times can, almost unwittingly, come to play the role which the supervised therapist plays in the supervised therapy and, if not aware of the Reflection Process, he may not realize that the countertransferential feelings which underly his assuming that role may not be primarily a response to the character of the therapist he is supervising but rather to that of the patient. They may also be a reflection of the process problem in the supervised therapy.
It is not essential that this process be labeled in the supervision; what is essential is that its ramifications be recognized by the supervisor.
